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Description of the Procedure

Sterilization is any medical procedure, treatment, or operation for the purpose of rendering an
individual permanently incapable of reproducing.

11

1.2

1.3

Tubal Procedure

Female sterilization, also called tubal occlusion or ligation, is a permanent contraceptive
method for women who do not want more children. The method requires a simple
surgical procedure that prevents the egg from passing down the fallopian tubes into the
uterus. A doctor can block the fallopian tubes several different ways. They can be clipped
closed with bands or rings. They can be cut and tied closed, or they can be cauterized
with an electric needle. Once the fallopian tubes are cauterized, scar tissue forms, which
blocks them. A surgical cut must be made in either the abdomen just above the pubic
hair, in the belly button and lower abdomen, or in the back wall of the vagina. The
procedure can be done using a local anesthetic to numb the area, or a general anesthetic.
The two most common female sterilization approaches are minilaparotomy, which is
usually performed under local anesthesia with light sedation, and laparoscopy, which
requires general anesthesia.

Hysteroscopic Procedure

The hysteroscopic approach to permanent sterilization, also known as the Essure System,
does not require an incision or general anesthesia. It is indicated for women who desire
permanent birth control (female sterilization) by bilateral occlusion of the fallopian tubes.
A hysteroscope is inserted through the vagina and cervix into the uterus for direct
visualization. Next, a small catheter with the micro-insert mounted at the tip is inserted
through the hysteroscope into each of the fallopian tubes (one at a time) and the micro-
inserts are released. The micro-inserts irritate the lining of the fallopian tube, causing the
growth of scar tissue and the eventual permanent blockage of the fallopian tube.

Vasectomy

Vasectomy is an operation designed to make a male sterile by making small incisions in
the skin of the scrotum, under a local anesthetic. The vas deferens is severed and the
scrotal incision closed. The entire procedure is repeated on the opposite side.

Eligible Recipients

2.1

2.2

General Provisions

Medicaid recipients may have service restrictions due to their eligibility category that
would make them ineligible for this service.

Gender and Age
Sterilization procedures are covered for both men and women age 21 and over.

CPT codes, descriptors, and other data only are copyright 2006 American Medical Association. All
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2.3  Mental Competency
The recipient must be mentally competent.

Note: If a judicial court orders a sterilization for a recipient who is a ward of the county,
and is mentally incompetent, Medicaid is not responsible for the reimbursement of the
sterilization.

2.4 Undocumented Aliens

Undocumented aliens are eligible for Medicaid emergency services only. Sterilization
procedures are not considered an emergency service. Therefore, undocumented aliens are
not eligible for sterilization procedures.

2.5  EPSDT Special Provision: Exception to Policy Limitations for Recipients
under 21 Years of Age

Early and Periodic Screening, Diagnostic, and Treatment (EPSDT) is a federal Medicaid
requirement that requires the state Medicaid agency to cover services, products, or
procedures for Medicaid recipients under 21 years of age if the service is medically
necessary health care to correct or ameliorate a defect, physical or mental illness, or a
condition identified through a screening examination**. A screening examination
includes any evaluation by a physician or other licensed clinician. EPSDT does not
require the state Medicaid agency to provide any service, product, or procedure that is
unsafe, ineffective, or experimental/investigational.

Service limitations on scope, amount, duration, and/or frequency and other specific
criteria described in clinical coverage policies may be exceeded or may not apply
provided documentation shows that the requested service is medically necessary to
correct or ameliorate a defect, physical or mental illness, or a condition identified through
a screening examination.

**EPSDT and Prior Approval Requirements

1. If the service, product, or procedure requires prior approval, the fact that the recipient
is under 21 years of age does NOT eliminate the requirement for prior approval.

2. IMPORTANT ADDITIONAL INFORMATION about EPSDT and prior approval
is found in the Basic Medicaid Billing Guide, sections 2 and 6, and on the EPSDT
provider page. The Web addresses are specified below.

Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/medbillcaguide.htm
EPSDT Provider Page: http://www.ncdhhs.gov/dma/EPSDTprovider.htm

When the Procedure Is Covered

Important Note: EPSDT allows a recipient less than 21 years of age to receive services in excess
of the limitations or restrictions below and without meeting the specific criteria in this section
when such services are medically necessary to correct or ameliorate a defect, physical or mental
illness, or a condition identified through a screening examination (subject to prior approval
requirements, if applicable). For additional information about EPSDT and prior approval
requirements, see Section 2.0 of this policy or visit the DMA Web sites specified below.
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Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/medbillcaguide.htm
EPSDT Provider Page: http://www.ncdhhs.gov/dma/EPSDTprovider.htm
3.1  General Criteria

Medicaid covers sterilization procedures when:
1. the recipient meets the eligibility requirements listed in Section 2.0;

2. the procedure is individualized, specific, and consistent with symptoms or confirmed
diagnosis of the illness or injury under treatment, and not in excess of the recipient’s
needs;

3. the procedure can be safely furnished, and for which no equally effective and more
conservative or less costly treatment is available statewide; and

4. the procedure is furnished in a manner not primarily intended for the convenience of
the recipient’s caretaker, or the provider; and

5. the procedure is provided according the federal regulations listed in 42 CFR 441.250
through 259 (http://www.gpoaccess.gov/cfr/index.html).

3.2  Hysterosalpingogram

For recipients who have undergone the Essure sterilization procedure, Medicaid covers a
separate hysterosalpingogram (HSG) to confirm occlusion of the fallopian tubes, three to
four months after placement of the micro-inserts.

4.0 When the Procedure Is Not Covered

Important Note: EPSDT allows a recipient less than 21 years of age to receive services in excess
of the limitations or restrictions below and without meeting the specific criteria in this section
when such services are medically necessary to correct or ameliorate a defect, physical or mental
illness, or a condition identified through a screening examination (subject to prior approval
requirements, if applicable). For additional information about EPSDT and prior approval
requirements, see Section 2.0 of this policy or visit the DMA Web sites specified below.

Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/medbillcaguide.htm
EPSDT Provider Page: http://www.ncdhhs.gov/dma/EPSDTprovider.htm
4.1  Sterilization Procedures

Sterilization is not covered when:
1. the recipient does not meet the eligibility requirements listed in Section 2.0.
2. the recipient does not meet the medical necessity criteria listed in Section 3.0.

3. the procedure is not provided according to the federal guidelines listed in 42 CFR
441.250 through 259 have not been met.

4. the procedure duplicates another provider’s procedure.
5. the procedure is experimental, investigational, or part of a clinical trial.

6. the procedure is ordered by a judicial court for a recipient who is a ward of the
county and is mentally incompetent.
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“Mentally incompetent individual” is defined in 42 CFR 441.251, revised October 1,
1999, as an individual who has been declared mentally incompetent by a federal,
state, or local court of competent jurisdiction for any purpose, unless the individual
has been declared competent for purposes which include the ability to consent to
sterilization.

7. the recipient is an institutionalized individual.

“Institutionalized individual” is defined in 42 CFR 441.251, revised October 1, 1999,
as an individual who is either:

i. involuntarily confined or detained, under a civil or criminal statute, in a
correctional or rehabilitative facility, including a mental hospital or other facility
for the care and treatment of mental illness; or

ii. confined, under a voluntary commitment, in a mental hospital or other facility for
the care and treatment of mental illness.
4.1.1 Essure System Contra-indications
The Essure System should not be used in any patient who:
1. isuncertain about her desire to end fertility;

2. can have only one micro-insert inserted (including patients with apparent
contralateral proximal tubal occlusion and patients with a suspected
unicornuate uterus);

3. has previously undergone a tubal ligation; or
4. has any of the following conditions:
a. pregnancy or suspected pregnancy;

b. delivery or termination of a pregnancy less than six weeks before Essure
micro-insert placement;

c. active or recent upper or lower pelvic infection;
d. known allergy to contrast media; or
e. known hypersensitivity to nickel, confirmed by skin test

4.2 Post-Procedure Hysterosalpingogram

Post-procedure HSG is not covered for any condition or diagnosis other than
confirmation of occlusion of the fallopian tubes after the Essure sterilization procedure.

4.3 Sterilization Reversals

Medicaid does not cover reversal of sterilization. Examples of sterilization reversal
procedures include reverse bilateral fallopian tube trans-section by means of bilateral
salpingoplasty and reversal of a bilateral vasectomy by means of a bilateral
vasovasostomy.

5.0 Requirements for and Limitations on Coverage

Important Note: EPSDT allows a recipient less than 21 years of age to receive services in excess
of the limitations or restrictions below and without meeting the specific criteria in this section
when such services are medically necessary to correct or ameliorate a defect, physical or mental
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illness, or a condition identified through a screening examination (subject to prior approval
requirements, if applicable). For additional information about EPSDT and prior approval
requirements, see Section 2.0 of this policy or visit the DMA Web sites specified below.

Basic Medicaid Billing Guide: http://www.ncdhhs.gov/dma/medbillcaguide.htm
EPSDT Provider Page: http://www.ncdhhs.gov/dma/EPSDTprovider.htm

5.1

5.2

5.3

Prior Approval
Prior approval is not required.
Federal Regulations

Federal regulations require the N.C. Medicaid program to obtain documentation prior to
rendering a sterilization procedure indicating that the provider has complied with the
requirements listed in 42 CFR 441.250 through 259. For sterilization procedures, this
documentation must include a correctly completed consent form as explained in Section
5.3.

Sterilization Consent

The recipient must provide voluntary informed consent in accordance with Medicaid
policy and the federal regulations listed in 42 CFR 441.257 and 258. The individual must
be:

1. atleast 21 years of age when s/he signs the consent form;

2. given the opportunity to ask, and receive answers to, questions concerning the
procedure, and provided a copy of the consent form;

3. advised that the sterilization consent may be withdrawn at anytime before the
sterilization procedure without affecting the right to future care or treatment and
without loss or withdrawal of any federally funded program benefits to which the
recipient might otherwise be entitled,

4. counseled in alternative methods of family planning and birth control;
5. advised that the sterilization procedure is considered to be irreversible;

6. provided a thorough explanation of the specific sterilization procedure to be
performed;

7. provided a thorough explanation of the possible discomforts and risks that may
accompany or follow the performing of the procedure, including an explanation of
the type and possible effects of any anesthetic to be used;

8. provided a full description of the benefits or advantages that may be expected as a
result of the sterilization;

9. provided suitable arrangements to ensure that information is effectively
communicated if the recipient is blind, deaf, or otherwise handicapped,;

10. provided an interpreter if the recipient does not understand the language used on the
consent form or the language used by the person obtaining consent; and

11. permitted to have a witness of his or her choice present when the consent is obtained.
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5.3.1 Date of Consent

Consent must be obtained at least 30, but not more than 180, days prior to the
date of the sterilization, except under the following circumstances.

1. Premature Delivery: Informed consent must have been given at least 30 days
before the expected date of delivery, and at least 72 hours must have passed
since the informed consent was given.

2. Emergency Abdominal Surgery: At least 72 hours must have passed since the
informed consent was given.
5.3.2 Obtaining Consent

Informed consent for sterilization may not be obtained while the individual to be
sterilized is:

1. inlabor;

2. seeking to obtain or obtaining an abortion; or

3. under the influence of alcohol or other substances that affect the individual’s
state of awareness.

Any state or local requirements for obtaining consent, except those requiring
spousal consent, must be followed.

5.3.3 Date of Confinement
The estimated date of confinement must be documented on the sterilization
consent form in cases of premature delivery.

5.3.4 Consent Form

Providers must complete a valid sterilization consent form prior to rendering a
sterilization procedure. The sterilization consent form is a federally mandated
document and must be completed according to the instructions listed in
Attachment B, Instructions for Completing the Consent Form.

Refer to Attachment C for a sample of the sterilization consent form.

A valid sterilization consent must be on file with DMA’s fiscal agent before
payment can be made for a sterilization procedure.

5.3.5 Signatures

Changed, altered, or traced-over signatures (either of the recipient or of the
person obtaining consent) and/or dates are not acceptable on the consent form.
The consent form must be voided and a new consent form must be initiated. A
new consent form cannot be initiated after the sterilization.

The physician’s signature must be dated on or after the date of service (procedure
date). Handwritten signatures must be legible or the name must be printed below
the written signature.

5.4 Interpreter Services

When telephone interpreter services are needed to complete the sterilization consent form
for non-English-speaking Medicaid recipients, the interpreter’s signature, date of the
interpreter’s service, and the language used must be documented on the sterilization
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consent form. In lieu of getting the interpreter’s signature on the sterilization consent
form at the time the service is provided, the interpreter who explains the procedure by
telephone may fax or mail the attestation of interpreter services to the provider. Criteria
for the faxed or mailed attestation are as follows:

1. The wording of the attestation should be taken directly from the sterilization consent
form.

2. The interpreter must write his or her signature and the date the interpreter services
were rendered on the attestation form.

3. The dates with the signatures of the recipient, interpreter, and person obtaining
consent must all be the same.

4. The attestation form must include the recipient’s name, as it appears on the Medicaid
identification card, as well as the Medicaid identification number.

5. A copy of the attestation must be attached to the consent form when the provider
submits the statement to Medicaid’s fiscal agent.

6. The provider must maintain the original attestation document with the consent form
in the patient’s medical record.

Name Change Statement

A signed name change statement a must be provided to DMA'’s fiscal agent when the
recipient name listed on the claim is different than the name on the sterilization consent
form. The name change statement must verify that the names are for the same person.
This statement should be written on the provider’s office letterhead. (See Attachment B,
Instructions for Completing the Consent Form.)

Limitations

Medicaid places reasonable unit limitations on procedures and services. When
extenuating circumstances require a provider to exceed a unit limitation, the denied claim
and medical records must be submitted as an adjustment for reconsideration. The
following sterilization limitations apply:

1. Sterilization procedures are covered for an individual once in a lifetime unless
documentation supports repeat due to failed procedure

2. Medicaid allows 100% reimbursement of the allowable on the fee schedule for a
sterilization and vaginal delivery or sterilization and cesarean section when they are
the only surgery procedures performed on the same date of service.

3. Dilation and curettage performed on same date of service as sterilization will be
suspended for medical review. Medical records may be requested.

Providers Eligible to Bill for the Procedure

Providers who meet Medicaid’s qualifications for participation and are currently enrolled with the
N.C. Medicaid program to provide this procedure are eligible to bill for sterilization procedures
when the service is within the scope of their practice.
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Additional Requirements
7.1 Claims Review

Manual review of sterilization claims is performed in accordance with CMS-approved
guidelines to ensure that the procedure complies with federally mandated guidelines.

7.2 Claims Reimbursement

All provider types submitting claims for reimbursement, including any associated
services following sterilization, will be denied or recouped if the sterilization consent
form on file is invalid.

Policy Implementation and Revision Information
Original Effective Date: January 1, 1974
Revision Information:

Date Section Revised Change
Sections 1.2, 4.1.1, Coverage of the Essure System procedure and
3.2,4.2, and the hysterosalpingogram procedure was added
Attachment A to the policy effective with date of

implementation September 1, 2003.
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Attachment A: Claims-Related Information

Reimbursement requires compliance with all Medicaid guidelines, including obtaining
appropriate referrals for recipients enrolled in the Medicaid managed care programs.

A. Claim Type

1. CMS-1500 Claim Form

Physicians, Clinics, Health Departments, Planned Parenthood, and Nurse Practitioner
providers enrolled in the N.C. Medicaid program bill services on the CMS-1500
claim form.

2. UB-92 Claim Form
Hospital providers bill services on the UB-92 claim form.

B. Diagnosis Codes

Providers must bill the ICD-9-CM diagnosis codes(s) to the highest level of specificity
that supports medical necessity.

The only diagnosis codes to be considered strictly for the purpose of elective sterilization
are V25.2.

Note: All claims must be billed with ICD-9-CM diagnosis V25.2 as the primary or
secondary diagnosis code on the claim.

C. Procedure Codes

Note: This list of codes may not be all-inclusive.
1. Physician Claims
Laparoscopic Procedures
| 58600 | 58605 | 58611 | 58615 | 58670 | 58671 |

Essure Procedure

Note: For dates of services September 1, 2003 through March 31, 2004, the
procedure is billed with CPT procedure code 58579; for dates of service April 1,
2004 through December 31, 2005, the procedure is billed with CPT procedure code
S2255.

Hysterosalpingogram

58340

Note: CPT procedure code 58340 must be billed with procedure code 74740 or

76831.
Vasectomy Procedures
| 55250 | 55450 |
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2. Hospital Claims
63.70 63.71 63.72 63.73 66.21
66.22 66.29 66.31 66.32 66.39
87.82 87.83 68.19 RC278

D. Modifiers

All providers, except ambulatory surgical centers, must append modifier FP to the
procedure code when billing for sterilization procedures. Other modifiers must be used,
as applicable.

E. Place of Service

Physicians’ offices, ambulatory surgery centers, outpatient clinics, inpatient and
outpatient hospitals.

F. Reimbursement Rate
Providers must bill their usual and customary charges.
G. Denied Claims

1. Additional Information Required

When a claim is denied with an EOB that indicates additional information is required
(such as records to verify a procedure code or a date of service), the claim must be
resubmitted with the requested documents and a copy of the valid consent form
attached.

2. Undocumented Aliens

If an inpatient or outpatient hospital claims reimbursement for a sterilization
procedure for an undocumented alien, the claim will be denied with a code indicating
“recipient eligible for emergency services only.” Providers must:

a.  resubmit the claim as an adjustment, placing non-emergent charges (such as
sterilization) in the Non-Covered column, and

b.  note the change in the Remarks field.

Note: Failure to complete both the Non-Covered column and the Remarks
field will result in denial.

012207 10
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Attachment B: Instructions for Completing the Consent Form
A. Completing the Form

Following is the list of fields included in the federal consent form requirements for
sterilization. All areas are required to be completed except area 9 (race) and areas 10, 11,
and 12, if not applicable. Fields in bold print cannot be altered. This guide will assist in
correct completion of consent forms and should help to decrease the number of denials
related to errors in completing the form.

1. Person or facility that provided information concerning sterilization.
2. Type of sterilization procedure to be performed.

3. Recipient’s date of birth (must be at least 21 years of age when the consent form is
signed). Date of birth must match recipient files.

4. Name of recipient as it appears on the MID card.

5. The full name of the physician scheduled to do the surgery (abbreviations, initials, or
“doctor on call” are unacceptable). May use “Physician on call for Any Provider
OB/GYN clinic.”

6. Type of sterilization procedure to be performed.

7. Recipient’s signature (must be dated) cannot be altered, traced over, or
corrected. Initials are not acceptable. Signature must be legible. If not, the
recipient’s name may be typed or printed under the signature.

8. Date the consent form was signed. The date of the recipient’s signature must be
at least 30 days and no more than 180 days prior to the date of the sterilization.
The count begins the day following the recipient’s signature date.

9. Race and ethnicity (not required).

10. Language in which the form was read to the recipient, if an interpreter was used.
11. Signature of the interpreter.

12. Signature date of the interpreter (same as # 8 and # 16).

13. Name of recipient.

14. Name of sterilization procedure.

15. Signature of person obtaining consent must be dated (see # 16) and legible. If not
legible, the name must be typed or printed above or below the signature.

16. Date (this date must be the same as the recipient signature date). Note: the
doctor can also be the person obtaining consent.

17. The full name and address of the facility, including street name and number, city,
state, and zip code, where the consent was obtained and witnessed.

18. Name of recipient.

19. Actual date of sterilization. Date of surgery may be changed on consent form with
submission of operative records verifying date of service.

20. Type of sterilization procedure performed.

21. The box is to be checked if the delivery was premature (write the recipient’s expected
delivery date in the space provided).
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22. The box is to be checked if emergency abdominal surgery was performed. Claim
must be submitted with operative records.

23. Physician’s signature must be legible or name must be printed below the signature.
Signature cannot be initials.

24. Date must be on or after the date of service.
Abbreviations/Guide for Completion of Sterilization Consent Form

The following abbreviations are acceptable on the sterilization consent form as a
description of the type of sterilization procedure:

BTF Bilateral tubal fulguration

BTS Bilateral tubal sterilization

BTC Bilateral tubal cauterization

BTL Bilateral tubal ligation

BPS Bilateral postpartum sterilization
PPBTL  Postpartum bilateral tubal ligation
LTC Laparoscopic tubal cautery

Acceptable written wording:

Application of fallopian rings/laparoscopic
Elective cauterization of fallopian tubes
Hulka clip occlusion

Laparoscopic tubal ligation

Pomeroy

Modified Pomeroy

Parkland

Tubal banding

Tubal sterilization

Yeon rings

Essure system

Unacceptable wording (not specific to type of procedure):
Tubal occlusion
Tubal coagulation
Submitting Sterilization Consents Separately
When submitting sterilization consents separately from the claim, follow these
instructions.

1. Write the recipient’s MID number in the upper right corner of the consent form.
Medicaid’s fiscal agent must have the MID to enter the form into the system.

2. Verify that all the information on the form is correct.
3. Mail the consent to:

EDS
PO Box 300012
Raleigh NC 27622
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4. Send only sterilization consents submitted separately from the claim to PO Box
300012. Upon receipt, Medicaid’s fiscal agent will review the consent to ensure
adherence to federally mandated guidelines.

5. File claims electronically, or mail paper claims submitted without a consent to:

(Physicians) (Hospitals)

EDS EDS

PO Box 30968 PO Box 300010
Raleigh NC 27622 Raleigh NC 27622

Name Change Policy for Surgical Procedures

If the recipient name on the claim and the name on the sterilization form are different, a
signed name change statement verifying that they are the same person must be included
(refer to example below).

Name Change Statement (Example)

Dr. Any Provider

101 Any Hwy

Any City NC 22222

Medicaid ID Number: 88888888T

To Whom It May Concern:
Jane Recipient has changed her name to Jane Doe.

Dr. Any Provider (Signature of representative at provider’s office is required)
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Clinical Coverage Policy No.: 1H
Original Effective Date: January 1, 1974
Revised Date:

Division of Medical Assistance
Sterilization Procedures

DRAFT

Attachment C: The Consent Form
Copies of the form may be obtained from the Medicaid fiscal agent.

COMSENTFORM M | D =
MOTICE: YOUR DECISION AT ANY TIME NOT TO 8E STERILIZED WILL MOT BESULT IM THE '-".I‘.\‘FHL‘R-,HWAL OR WITHHOLDING OF ANY

BEMEFITS PROVIDED 8Y PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

COMSENT TO STERILIZATION
I have asked for and received Information about stasilization from
[1} . Whien | first asked for
(dester o sz

the information, | wes told that the decisior %o be sterilized iz
completely 1p to me. | was toid that | cowd decide not to ba
steriized. If 1 decide not %o be sterfizad, my decision will not afact
my right to future care or treafment | will not lose ey help ar
benefiis from programs mamr: Federal funds, S’JCI‘I a5 AFDG o
Madicaid that [ am now getiing or for which | may become: eSgibbe.

| UNDERSTAMND THAT THE STERILIZATION MUST BE CON-
SICERED PERMANENT AND NOT REVERSIBLE. | HAVE DECIDED
THAT | D HOT WANT TO BECOME PREGMANT, BEAR CHILDREN
DR FATHER CHILOREM,

Fwas- toid-about-those temporary métheds of -birthr controd that are-:

available sed could be provided to me which wil aliow me to bEar or
father a child & the futura. | have rejectad thase aitarpanives pad
chosen to ba steriized.
| undarstand that | will be sterllized by an operation known as a
(2} . Thae discomiarts, risks and banafits
E3sociated with the operation Hal.ue been explanad to me. Al my
questons have been answered to my satisfaction.

I undarstand that the operation will nof be done untl ai least
thiryy days sfter | sign this form. | understene that | can chenge my
Fmicd &7 amy time - and that my decisicn at any time not 5o be sterilired
will not result in the withholding of any benefits or medical serdices
provided by federally funded pragram.

| arr-at east 21 years af age and was barn on_[-'“—
Menth Pay Yazr

i 4] , hersby consent

af my own free will fo be sterilized by (51
‘ddgarar}

. My conzent

by a methed called (18]
expires 180 days from the date of my signature beiow

I alse congent to the relesse of this form and other medical
recards about the operation to:
Repregenfatives of e Departrment of Health, Education, and
‘Welfars or
Employass of grograms or projects funded by thst Department
but only for determiniag if Federal laws ware absarved.
| have received a copy of this form

{7y D (8}

Sgnarurs Hosth ey Yaar

You are reguestad to supply the following information, but it is
not required:

Bace and athricity dusi] ?ggluu abaek)

O American Indfan ar O Elack (nat of Hispanic origin)
Alagka Mative O Hispanic

O Asizn or Pacific [slandar O White {nat of Hisparic arigink

INTERPRETER'S STATEMENT

[if an interpreter-is provided to assist the individisal to ba starilized)
! have trinslated the information and advice presented orally to
te individual to be steriized by the person ctaining this consent, |
have aiss read himshar the consent form in (18]
language aad explained its contents o him/her. To the best of my
knowlgage and baiie® he/she understocd this explanation.

11} {12}

-.-steriized. is-at least 1 -yesrs -gld-an0d apaear! mn“ak‘g

STATEMENT OF PERSON CETAIMNIMNG CONSENT

Bafcea {13 signed the

¢ Fdfeidual

cofsent form, | explainad tc 'b.'r:_»-'ﬁer the fature of ‘the s
pperation (147 the fact that it is intandad to ke
2 fral ard irreversiie procedure and the discomforts, rishs and
bensfits assaciated with i, SRR T A

| seunssied the mdividual te Te starilized that aiternziive methads
af birth l:!;rll.'ral are avadabie which Are femporary. | oexplained that
sierization is different DE.!JS& &1 g rrriaent,

I informed: the individual to -be Starikzed that his/hat - concent can
be withdrawn at any fime aad- that hesshe will not lose any health
services or ary benefits provided by Faderal funds,

To the best of my knowledgs and. beiiet the individud to be
~pomoetant -

Fe/3he haowingly and 'rca'm:ariy' requested: ta; be sterilizad and
eppears b understand the natiies and consequence of the procedure.

{15} {18}
Fgnatvre af parson sAcHmWNg consant Care
(17
Faeiiry

Addrass

; PHYSICIAN'S STATEMENT
Shortly: - before 1 -pedformad & sterilization:  operatics upan

- {183 an (1%}
Raitm of moteiun (o be meviized Oate of seiizamian

(38 gont td) | axplained to himsher the nature of the
cparatiza
sierilizatian dperation

£301 , the {ack that
EFCTF fepe & oadratiiy
it is intandes to be & fingl aad jreevarsible procedure and ha dis
comforts, nske and benefits associated with it.

| counsefed the indiidual to-be steriized that Stemstive methods
of birth controd are guadable which are femporary. | expramnr.' thet
steniization iz different Decauge it i3 permanant

| nformed She indivicwal tor be  sterilized that hissher consent can
e withdrawn. a2 an any tirme and that hie/she will not Iuw any Health
EENIQES ot pandlits provided | oy Fuderal funds..

Ta the best of my knowadge and baliaf tne Indr'm:fl.al ta bE
steriized is at least 21 years ald and appears mentally competent.
He/Sha knowingly and woluntarily regoested. to be sterilized a-'d
a:geare—d to. understand the nature and . consequences of the g
cedure,

(Instructions far wse of alterpative final paragraphs: Lise tue first
paragraph below excest in the cese of premature delivery or ermes
gency abdominal surgery whera the sterilization is performed less
than 30 days after the date of the Rdividials signaturs 0 the
consent form. In those cases, the second paragraph befow must be
usad. Cross cut e paragraph which is nat used.}

[2] At least thiry days hawe pessed between the date of the in-
dividual's signature sn this ceasent farm and the date the sterilize
Aon was perfaormad,

12 This starilization was performed lags than 30 days bt more
than 72 hours after the date of the indvidual's signature an this
consant ferm because of the following circumstances [check snph-
cabie bax and fil in informaticn requestad)

{2100 Premature delhary
2270 Individual's unacud date of delivery:

- 7700 Emergency abdominal surgery:

idescribe circumstancesl:

{23} (24}

[T Cara

3L Whita: PATIENT

Yailow: PHYSICIAN

Faysizran Ctm
Pink: STATE AGEMCY

012207
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